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DECLARATION by APPLICANT: ¥T=W GRT W¥M WH:

1} 1 hergby confirm thal a1l deteils in his Form are True o tha best of my knowledgs, Any lalse statament will render my Application & angaing assistance. if any,
liakle for rejectionfcancallalian.

2} selamaly confirm thal assistance, if received from Koshika Foundation, will be used onky for the “purpase”, a2 stated in this Form, for which sweh assistance

was fequested by me.

2} | hereby confirm Ihat | have not & will nel in future, avail of reimbursement, in part or In ful, Irom any olher sourselempkayarfinsurance company. of the ameunl

far which this sssigterce is requasted,
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AGREEMENT by APPLICANT ( sins g &)

1} By gffixing my signature or thurmb impresslon on Lhis Form. | {Applicant] hereby agree & authoriss Koshika Foundalion end it's Trusleas 1o
usaipublishiput-upireproducs my name, address, photo & details of the *purpose”, for which such assislance is requestadigranled, through any
medium, including bul nol imited Lo vedbal, print. slecironle, for seliclling donallons for Koshika Foundation andfer dizzeminaling informalion about iU's
aclivities/achigvamenis. Such use of my pholo & delails can be mads by Koshika Foundalion befars or afler my treatment or lulfilmnant of the “purpase’
for which assislance iz being ragquested.

21 | tApplicanh furher agres that any such usa of my name, address, phote & detalls of tha “purpose”, for which such assislance is requestedigranied,
will not autematically eatille ma for receiving or continuing the said assistance. The dacision for grenting andier continuing the assistance will rasl solaly
wilh the Trustees of Keehika Foundation. and Ihelr decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (®mme g i)

By aflixing hereunder, sigralure of our Authorised Slgnatory for recommending this casefpalient far financial assistance [rom Koshika Foundalion, we
[Hospital) hereby affirm & acospt following:

1) tnat we neither sre presently nor will in future avall of firancial assistance from another NGO or any olher source, for the same patianticase, as we are
tequasting i gel from Koshika Foundation, o the exient thal such assistance Iz graniad by Koshika Foundation. IT the requested essistance i nat granted
by Koshika Foundation, in pan of in full, then the Hospital reserves il's right to make up the shorifall frem analhar NGO or any other source This
pordimmation essentlally states thal the Hospital will not gvall any duplcate sssistance for the same patienticase from any ottt KGO or any othar saurce
2} The assistance from Koshika Foundation is only financlal i nelure. The choice of the treatmentfprocedurs advisadiconducled by Ihe Hespital an he
patient, ks based on the armangemend between the patient & the Hospital, and is n na way influenced by Kaoshiks Foundation. Henca, the Hoapital will
assume sole & complete responsibility of the treatmant & IU's outcome & safaty of the patienl, and Koshika Foundalion will have ne rale ar responsibility

in the matter.
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